For too long newborn babies have not been regarded nor recorded as patients in their own right and much information, valuable to the furthering of neonatology, is still being lost. It seemed appropriate therefore to construct a new record/computer system which would meet the needs of the clinician, act as a complementary document to the Scottish Maternity Record (SMR 2), and assess the value of a computer operation. In 1970 a small group* was selected from among 30 interested Scottish paediatricians to begin work on what has now become established as the Scottish Medical Record (Newborn) or SMR 11, and the initial experience has already been reported in brief (Cockburn, 1974) . The purpose of this paper is to summarize and offer to others the benefit of the experience gained in the years of planning and operation of this program. Thus we hope to encourage those who are designing programs of their own, of whom there seem to be a large number, to consider making them, if not similar, at least compatible with this one.
Objectives
The working group consisted of doctors from all parts of Scotland in widely different types of paediatric practice. The limited knowledge of computer programs on which they were to base their objectives was ably amplified by Mr. Harvey Scott, the computer manager, Tayside Health Board, and by Dr. M. A. Heasman and staff of the department known then as the Research and Intelligence Unit, Scottish Home and Health Department (SHHD). The group considered the primary objectives to be:
(1) Recognition of the baby as a separate entity from mother at birth and initiation of a confidential life record to which further medical information could be added at any time. ( 2) The prospective capture of accurate, standardized neonatal clinical data, and provision of annual statistics on all babies born in Scottish hospitals. (3) Recording on the same document of noncoded information required for clinical care and coded data (for storage in the computer file) of information not available through linkage with the maternal file. (4) Storage of such data for analysis and rapid retrieval by the computer.
The secondary objectives which related more to the actual operation of the system included:
(1) Limitation of the work required of medical and clerical staff by designing a combined clinical bedside record/computer code sheet. This would eliminate two potential sources of error by (a) eliminating the need to transcribe data from clinical to computer documents (a requirement of most other systems and one for which extra secretarial staff are essential), and (b) eliminating the need for the interpretation of clinical information by nonclinical personnel. (2) Provision of 'instant copy' so as to ensure the availability of the clinical record at all times for patient care and yet allow rapid transfer of copy to the computer service. The data coded are obviously basic, and further case notes are necessary when the infant requires special care. Rather than constructing individual codes for the numerous items of 'special care' diagnosis and treatment, the suitability of a 'diagnostic' section of moderate size to note such events is being assessed.
The document can be initiated in the antenatal clinic, e.g. on 'booking' or in the labour ward at the time of delivery, according to local choice. Thus the noncoded obstetric information required by the paediatrician at the cotside is provided and recall of this data is achieved through computer linkage with the maternal record-SMR 2 (Fig. 3) .
Entries and diagnostic decisions can be recorded on the SMR 11 at the cotside. On discharge only a check for completion of the record is required, for the computer will reject an incomplete record. Some medical or secretarial time is required at this point, but no further medical decisions or transcription of data are needed. Having used fairly standard nomenclature a doctor or secretary can easily select the diagnostic code number from the Perinatal Supplement (described below). The completed top copy can be photocopied as often as local arrangements require before transfer to the computer centre for processing. The b.
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-C . None the less the 'hospital deaths' show interesting trends in the rate and range. In 1974 there was a significant increase in deaths (P<0001), followed in 1975 by an equally significant fall which cannot be explained on the grounds of falling birth rate. The total number of recorded births on the program as a whole is still rising as more centres participate in the program, but the figures indicate a fall in most areas, and the inclusion of the 10 recent entrants to the scheme does not alter the significance of the fall in mortality rate.
Resuscitation. A recent leading article in the Lancet (1976) was highly critical of the low rate of intubation during neonatal resuscitation of asphyxiated babies. From the data of this nature available from the returns shown in Table 2 it seems that this criticism Table 5 . A significant (P<0 001) increased rubin levels between 86 and 204 ,umol/l (5 and incidence of breast feeding on discharge of about 12 mg/100 ml), 3% (range 1-8%) between 205 and 8% is gratifying but shows that much has yet 340 ,umol/l (12 and 20 mg/100 ml), and 1 % over to be done if the average rate (29 1 %) is even to 342 ,umoI/I (20 mg/100 ml) ( Table 4 ). This increase approach the best (41 %), which in itself is not and high incidence must surely raise questions good enough. Data on how long breast feeding about current perinatal practice. is continued after discharge are, of course, not available from the SMR 11. There is a gathering resistance to change, but perhaps the few illustrations presented will indicate the potential of the system and encourage the sceptic and fainthearted. It must be stressed, however, that if staff from each part of the 'mother-and-baby' care team do a little, the additional effort required of any one of these is surprisingly small for the quantity of data captured.
Despite the doubts expressed by clinicians, the review by Baldwin (1974) indicates that successful linking of records by computer has been achieved sufficiently often that confidence in this method of analysing clinical data should be growing. The need for reliable patient identification has been met by the use of the unique number method which is universally regarded as the simplest, most economical, and most reliable. It is used in the Tayside area, i.e. each individual is identified by a 10 digit number consisting of date of birth, 3 unique numbers, and a check digit. Other more complicated methods have been reported, notably the Oxford (Hubbard and Fisher, 1968) Northern Ireland (Cheeseman, 1968) , and Glasgow (Richards and Nicholson, 1970) Hitherto, co-operation in the field of medical records has seemed almost impossible. It appears that on this subject above all others the consultant insists on remaining an individualist, with the inevitable result that numerous incompatible systems exist throughout the land. Now that the part played by computers in medical care is established, more systems, including many related to maternal, newborn, and child care are at this moment evolving. Is it not time to gather in the wealth of experience that now exists and so avoid needless duplication of effort? Is it not time to adopt a method by which many centres can be served by one program and one computer establishment, or at least to make efforts to construct programs which are compatible and interchangeable? The potential of the SMR 11 includes revision of height, weight, and occipitofrontal head circumference centile charts for Scotland on an area or national basis, the study of trends in infant feeding and the influence of social and economic factors on morbidity and mortality, which could lead to modifications in programmes of maternity and neonatal care. It seems appropriate that at a time when so many UK activities appear to be bent on 'devolution', this one at least could retain an objective of 'incorporative evolution', so that everyone can benefit. 
Conclusions

